something could probably be done to lessen the danger of developing severe aortic atheromatosis, by avoiding excessive strain and other causative factors of arterial hyperpiesia. Indeed, all the various known exciting causes of atheromatosis of the aorta and cardiac valves should be thought of. Since any kind of infection might favour aortic atheroma, the patient should be shielded as far as possible from febrile catarrbs and so-called influenzal attacks.
Dr. HARRISON (in reply) said he was much interested in Dr. Parkes Weber's suggestion, and, if possible, he would investigate the cholesterol content of the blood of the relatives. He would like to know from Dr. Weber whether there was evidence of any harm having happened to patients because of their hypercholesterolaemia. He had seen only one other case of the kind, and that had been under the observation of Dr. Whitfield for more than twelve years. He did not know there had been reported any case in which there was hypercholesterolemia antecedent to the atheroma; he thought the cholesterol changes in atheroma were regarded as purely secondary changes, not that the hypercholesterolemnia was primary. He would endeavour to ascertain, in this case, whether there was any change in fat metabolism, or any increase of fat in the blood. In the diabetic variety it was not only the metabolism of cholesterol which was affected, but also the metabolism of true fat and of carbohydrate.
Dr. PARKES WEBER (in reply to Dr. Harrison) said he tbought that evidence existed that both before cutaneous xanthoma and before arterial atheroma occurred there was a hypercholesterolhemia; atheromatosis was a form of xanthomatosis, in Chalatow's use of the latter term.
The presence of definite cutaneous xanthonma showed either that the patient had at present hypercholesterolaemia, or had had it at some time; and he thought one could say the same thing in regard to the causation of atheroma of the aorta and cardiac valves. But it should be remembered that local inflamnmations predisposed to local cholesterol deposits. Thus, hypercholesteroleemia, as a cause of arterial atheromatosis, was aided by the occurrence of local inflammations of the inner coat of the arteries. PATIENT, an infant, aged 11 months, showed the following clinical conditions:
(1) MULTIPLE BONE DEFORMITIES. These consist of a peculiar type of skull, similar in appearance to oxycephaly, but not identical with it, and multiple deformities of the skeletal bones, the most striking of which are the rudimentary ulnae and radii on both sides.
(2) SKIN LESION.
The skin condition is very peculiar, and consists of a hitherto undescribed rash widely distributed on face, limbs, and trunk. This rash commenced as an erythema at the age of 3 months, and developed into a condition of capillary dilatation with pigmentation and desquamation. Two other members of the same family, are afflicted with the same skin lesions.
DISCUSSION.
Mr. H. A. T. FAIRBANK said he saw this child in hospital recently, and the arm condition interested him very rnuch. He did not remember having seen a case with a head of this shape, associated with deficiency in the radius. Absence, or great deficiency, of thumbs was usual in these cases; the feature in which this case was so unusual was that the ulna was very much curved and the radius seemed to be holding it like a bowstring. In the cases he had previously seen the ulna usually seemed to be very fairly developed. Not long ago he saw a case with the ulna absolutely straight, and it was also of very fair length. In that case both arms were affected. On one side there was no radius, and on the other side there was a small piece at the upper end, and this was fused to the ulna.
This present case was a very difficult one to deal with, as far as the forearms were concerned. In the other cases he had seen, one could gradually get the hand more or less into line with the forearm; but in the present case one could not hope to do much without dividing or removing the radius, and even if that were done, the soft tissues; would be very tight. All that could be done, he thought, was to try to elongate the radius by daily manipulations, and, when the child was older, to endeavour to get a splint on to hold it. He wished to call attention also to the lower part of the spine; he thought there was a deficiency in the neural arches of the spine in the lumbar region, though there was no protrusion of the membrane.
Dr. H. C. CAMERON thought the case was one of oxycephaly. He reminded members that some years ago he showed two cases which came under his care at the same time, which had a combination of " tower skull " and polysyndactylism. Shortly after showing these cases an exhaustive article in the American Journal of Diseases in Children called attention to the frequency of the combination of gross deformities of the fingers and toes with the condition of tower skull. In that paper, though many cases were recorded from the literature, there was, he thought, no example of this absence of radius and hallux. Recently he saw a child whose radius was absent, though the ulna was well formed. The mother told him that the child's father had the same deformity. But though the father's hand had been untreated, it was a clever hand, even in the absence of the thuinbs. He was a shoemaker, and did his work quite well. He asked whether, in general, hands of this kind suffered from any serious; incapacity.
Dr. DONALD PATERSON reminded members of two cases which Dr. Jewesbury' showed at the Section three years ago, of oxycephaly associated with syndactyly, showing that this form of skull was associated with multiple congenital mnalformations. Also, the children were mentally defective; certainly one of Dr. Jewesbury's patients was; definitely backward mentally: it was sufficiently old to show it distinctly.
Dr. F. PARKES AVEBER expressed the hope that the case would appear with " oxycephaly " or " turriform head " as part of the title. Among the conditions sometimes associated with tower-shaped head a curious one had been described on the Continent, namely, familial acholuric or hbmolytic jaundice. This association had been observed by M. Ganssleni amongst certain families in the neighbourhood of the university towni of Tubingen. Haemolytic jaundice and " turriform head" both tended to run in families, and the association of the two conditions in the same family were not surprising in a neighbourhood where both conditions were of not very uncommon occurrence.
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